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County Indigent Health Care Program (CIHCP)
Application for Health Care Assistance

For Office Use Only
Status Date Form 3064

Date identifiable Form | Case Record No. Appointment Date and Time, if applicable

O Application | Requested/issued 3064 Received
O Review
[Name (Last, First, Middle) Home Area Code and Phone No. Other Area Code and Phone No.

Have you ever used another name? If so, list other names you have used.

O ves O No
Mailing Address (Street or P.0. Box) Apt.No. | City State ZIP Code

Home Address, if different from above. If it is rural, give directions.

1. On the chart below, fill in the first fine with information about yourself. Fill in the remaining lines for everyone who lives in the house with you,
whether or not you consider them household members.

Social Sex Are you a
(Last, I:;T:Aiddle) ?;‘;‘;:gt;'; ot of Birth SR el ek
Oves ONo |
OYes ONo
;_ 3 OYes ONo |
= = Oves ONo |
S| OvYes ONo
. Oves ONo
o i [ l OvYes ONo

Note: The word “household” in Questions 2 through- 16 refer.s"to you, your spouse and anyone else who lives with you and with whom you have
a Jegal relationship, You do not need to include information on people who live with you but are not part of your “household.”

2. What is your household's county and state of residence {where you make your permanent home)?

County: State: Do you plan to remain in this county and state? Oves O No

3. Living Arrangements — Check all boxeé that apply to your household. !

[CJown or paying for home [Live in a house provided by someone else CJNo permanent residence

[Live with someone else [CJRent house or apartment uail
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4, List your average monthly household expenses.

Rent/Mortgage

Utilities {gas, water, electric}

Phone

Transportation (such as gas, car payments, bus)

Tax and Insurance on Home Per Year

Other:

Other:

Al || BB

Other:

Does anyone pay these household expenses foryou? (O Yes (O No If Yes, who pays?

5. Are you or is anyone in your household receiving any of the following? (O Yes (O No
[ Temporary Assistance for Needy Families (TANF)  [[JFood Stamps [ Medicaid Benefits

If Yes, who?

8. Are you or is anyone in your household pregnant? (O Yes (ONo IfYes, who?

7. Are you or is anyone in your household disabled? () Yes (ONo If Yes, who?

8. Have you or has anyone in your household applied for Supplemental Security Income (SSI) or Social Security Disability Insurance
O {(SSDIDYes No If Yes, who applied and when?

9. Do you or does anyone in your household have unpaid health care bills from the last three months? (O Yes (O No
If Yes, which months?

10. Do you or does anyone in your household have health care coverage (Medicare, health insurance, Veterans Affairs, Tricare, etc.)?
OvYes ONo IfYes, who?

41. How much money do you have in your wallet, in your home, in bank accounts or other locations?

12. How many cars, trucks or other vehicles do you and anyone in your household have? List the year, make and model below.

Year Make and Modsl +
1 =

13. Do you or does anyone in your household own or pay for a home, lot, land or other things? (O Yes (O No

14. Did you or did anyone in your household sell, trade, or give away any cash or property during the last three months? O Yes (ONo

15. Have you or has anyone in your household worked in the iast three months? (O Yes (ONo  If Yes, who?
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16. List all of your household's income below. Include the following: government checks, money from training or work, money you collect from
charging room and board; cash gifts, loans or contiibutions from parents, relatives, friends and others; sponsor's income; school grants or
loans; child support; and unemployment.

Name of Agency, Person Amount
Name of Person Receiving Money or Employer Providing Money Recelved How Often Recelved?

The statements | have made, including my answers to all questions, are true and correct to the best of my knowledge and belief. | agree to give
eligibility staff and the county any information necessary to prove statements about my eligibility. | agree to report any of the following changes
within 14 days:

* Income

* Resources

* Number of people who live with me

+ Address

« Application for or receipt of SSI, TANF or Medicaid

| have been told and understand that this application will be considered without regard to race, color, religion, creed, national origin, age, sex,
disability or political belief, that | may reguest a review of the decision made on my application or recertification for assistance; and that | may
request, orally or in writing, a fair hearing about actions affecting receipt or termination of health care assistance.

| understand that by signing this application, | am giving the county the right to recover the cost of health care services provided by the county
from any third party.

| agree to give the county any information it needs to identify and locate all other sources of payment for health care services.

| have been told and understand that my failure to meet the obligations set forth may be considered intentional withholding of information and
can result in the recovery of any loss by repayment or by filing civil or criminal charges against me.

Before you sign, be sure each answer is complete and correct. If the applicant is married and the spouse is a household member, the spouse
may also sign and date this form, even if the spouse is a disqualified household member.

Signature — Applicant Date Signature — Spouse Date

Signature — Person Helping Complete Form 3604 Signature — Applicant's Representative Signature — Witness (if applicant signed with "X")

Address of Person Helping Complete Form 3064 {Street, City, State, ZIP Code): Area Code and Phone No.:
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The County Indigent Health Care Program (CIHCP) helps people pay for needed health care. Whether you can get this help depends on your
income, what you own, where you live, other help you receive or could receive and other items. Be sure to:

1. Complete your name and address;
2. Sign and date Page 3 of the application; and
3. Answer as many questions as you can on this application.

Turn in or mail back your application today even if you cannot answer all the questions.

Your Responsibilities

You may be asked to bring proof of what you write on your application or what you tell the person interviewing you. If you need help getting
proof, the person interviewing you will help. Examples of some of the items you may be asked to prove and documents you can use for proof
are listed below.

Where You Live and Plan to Continue Living — Mail that you received at your address; school records; voting records; property taxes, rent or
mortgage receipts; Texas driver license; and other official identification.

What You Own and What it is Worth — Property tax appraisals; estimates from car dealers; ads selling similar items; statements from real
estate agents; and bank statements.

Your Income - Paycheck stubs; paychecks; W-2 tax forms or income tax returns; sales records; statements from employers; award letters;
legal documents; and statements from persons giving you money.

Other Health Care Coverage — Award or claim letters; insurance policies; court documents; and other legal papers.
Information regarding Social Security numbers should be given if this information is available. Information regarding sex (male/female) is
voluntary. This information will not affect your eligibility.

You must give information about health care insurance and any other third party financially liable for health care services paid by the county for
yourself and members of your household. By signing and submitting this application, you are agreeing to give the county the right to recover
the cost of health care services provided by the county from any third party.

You may be asked to apply for Medicaid, Temporary Assistance for Needy Families {TANF) or Supplemental Security Income {SSI} benefits. If
you are asked to apply for one of these programs, or have applied but are waiting for an answer, your CIHCP application may be pended until
you are determined ineligible for the other program. If you are not eligible for these other programs and if you have answered all the questions
on the application and have given all the proof asked for, your application can be processed. Then, the CIHCP must determine if you are
eligible within 14 days.

After turning in your application, you must report within 14 days any changes in your address, income, resources, people living with you, or
application for or receipt of Medicaid, TANF or SSI.



Taylor County Indigent Health Care Program
Assistance Verification Statement

How to use this form: We need to verify the amount of assistance received and how bills are paid. If you receive financial
assistance, have whoever financially assists you fill out the formin its entirety, sign, print name, and date the form and
return it with the additional information requested.

Section 1

Client Name:

1, {your name) provide assistance by:

Check and complete all that apply:
Giving money to client {cash, or depositing/transferring money into client’s account)

Date: Amount: Cash Deposit/Transfer
Date: Amount: ICash 'Deposit/Transfer
Date: Amount: Cash " Deposit/Transfer

Paying bills directly to company/vendor

Company: Date: Amount;
Company: Date: Amount:
Company: Date: Amount:

t am providing other assistance which includes:

| What assistance do you plan to provide for this person in the future?

| understand that providing false or incomplete information can result in a fine or jail term for tampering with government records. 1|
certify that the above is correct to the best of my knowledge.

Signature Printed Name
Date Address
Phone number City, State, ZIP




Taylor County Indigent Health Care Program
Applicant Questionnaire

CIHCP applicants MUST complete ALL the following information.

Name: DOB:

*** Answer questions based on the LAST THREE months only ***

1. Have you moved within the last 3 months? DNO DYES
If YES, list previous address if different than address on application:

2. Has your marital status changed since completing application? DNO DYES
If YES, how (circle)? MARRIED DIVORCED SEPARATED WIDOWED

3. Have you applied for any type of Social Security or $SI Benefits? DNO DYES
if YES, what kind of benefit?

If YES, When did you apply?

If YES, were you approved or denied?

4. Have you purchased a vehicle? DNO DYES
If YES, when?

If YES, what kind of vehicle (make/model/year)?

If YES, why?

5. Have you been denied Food Stamp benefits? DNO DYES
If YES, when?

If YES, why were you denied?

6. Have you received an income tax return? D NO DYES
If YES, when?

If YES, how much?

7. Have you worked within the last 3 months? DNO DYES
if YES, where were you working?

8. Are you currently working? NO1}  vesOd

If YES-Are you self-employed, or paid with cash (including tips) or have contract work? YES O NOOI

CONTINUE=>



Taylor County Indigent Health Care Program
Applicant Questionnaire

If working, where and what is income?

How long employed there?

What is typical schedule (hours/days)?

Does the company offer any kind of insurance? NO[J  YES[OJ

If yes, what kind and are you enrolled? _

if not working, when was the last time you were employed and where?

9. Do you have any bank account(s}? NOL] YEsO

Check all that apply: CiChecking Osavings O CreditUnion  OOther

If yes, are you the only one named on the account(s)? NOO  YESO

If not, who shares account(s)?

What is the balance for checking? What is balance for Savings?

What is the balance for Credit Union? What is balance for Other acct?

10. Do you have any unpaid medical bills within the last 90 days {3 Months)? NOO YESO
If yes, what provider/hospital?

11. Have you received a stimulus check (COVID relief check)? DNO DYES

If YES, when?

If YES, how much?

The statements | have made, including my answers to all questions, are true and correct to the best of my
knowledge and belief.

Applicant PRINTED name Date

Applicant SIGNED name/Signature

OFFICE USE ONLY
Client 1D#:

6.2020



